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Symptoms in Hypertension

The treatment of hypertension has advanced steadily since
drug treatment became possible 20 years ago. It has certainly
improved the prognosis of patients with malignant' or
established moderate hypertension.2-4 Recently some evi-
dence has suggested that the benefits offered by treatment
have been greater with the drugs that have been available
only in the last five to ten years.5
Though it is reasonable to expect that the treatment of

mild hypertension would improve life expectancy, there is
no proof that it does so, partly because the improvement is
likely to be seen only in carefully controlled prospective
studies and partly because it has never seemed justifiable to
give drugs with prominent adverse effects to relatively
symptomless patients. Mild hypertension is often discovered
by chance at medical examinations for insurance or employ-
ment, or by thorough house officers, or by family doctors
keen on preventive medicine who record the blood pressure
of infrequent visitors to the surgery. Though the belief is
growing that patients with few symptoms may need treat-
ment, it is not necessarily correct to assume that the ex-
istence of the traditionally accepted symptoms of hyper-
tension makes treatment obligatory. Much damage can be
done by the careless prescribing of potent hypotensive drugs,
with their serious and disabling side effects, to patients,
often elderly, who admit to having symptoms and who are
thereupon found also to have a raised blood pressure. Be-
cause of this, and because reliable clues to the presence of
hypertension might lead to earlier and more effective treat-
ment, doctors need to re-examine their attitudes to the symp-
toms of this common disease.

Medical textbooks and clinical teachers continue to em-
phasize the importance of headache. Yet 40 years ago it was
suggested that this symptom was psychoneurotic in hyper-
tensive patients.6 Twenty years later I. M. G. Stewart,7 in
his admirable study of 200 hypertensives with basal dia-
stolic pressure greater than 120 mm Hg, showed that 87
out of 104 unaware of their diagnosis were free of headache,
and of the other 17 only 3 spontaneously mentioned the
symptom. But 71 of 96 patients who knew about their blood
pressure complained of headache, and 54 of these volun-
teered the information. The same trend was present even in
18 patients with malignant hypertension. Ten of 12 knowing
their diagnosis had headache compared with 1 in 6 of the
patients in ignorance of their hypertension. However, a
pattern of headache was observed in some patients that
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clearly differed from the non-specific type in many of the
patients who knew their diagnosis. This "significant" head-
ache tended to be severe, of recent origin, and localized at
some part in the head-not always the occiput. It was pre-
sent on waking, and was often associated with nausea and
with progressive impairment of vision. In one recent survey
headache was shown to be commoner only in severe hyper-
tensives.8

J. 0. Robinson,9 looking at the symptoms of fatigue, pal-
pitation, insomnia, breathlessness, anxiety, headache, dizzi-
ness, and depression in general practice, found that breath-
lessness was the only individual symptom commoner in
hypertensive patients than in others. Interestingly, all of these
complaints were commoner among non-hypertensive patients
attending their doctor than among matched patients not
seeking medical advice. Recently N. S. Weiss,'0 applying
modern statistical methods to the United States Health Ex-
amination Survey of Adults (1960-2), has shown that head-
ache, epistaxis, and tinnitus were no commoner than average
in people with a diastolic pressure greater than 100 mm Hg,
while dizziness was commoner only when the diastolic pres-
sure was above 110 mm Hg. Fainting, far from being a
symptom of hypertension, was shown to be commoner in
persons with low blood pressure. However, in at least one
retrospective survey" epistaxis for which there was no ob-
vious or identifiable cause was commoner in hypertensives.
The evidence provides only limited support for the wide-

spread belief that headache, fatigue, palpitation, and epi-
staxis are reliable symptoms of hypertension. Each may, in
certain circumstances, be important. aassical headache, all
too often with visual impairment and symptoms of renal
failure, points to an urgent need for investigation and treat-
ment. Profound weakness and fatigue, especially when there
is hypokalaemic alkalosis, suggest the diagnosis of primary
hyperaldosteronism. Simple palpitation as a neurotic symp-
tom differs from that due to atrial fibrillation in hyperten-
sives with cardiomegaly and from the varieties suggestive
of phaeochromocytoma. Epistaxis can apparently be a genu-
ine safety valve. Breathlessness and dizziness, though com-
mon enough in normotensive patients, are more reliable
hypertensive symptoms.

It seems that doctors, in trying to elicit non-specific
symptoms, may guide their more suggestible patients to-
wards their future symptomatology. These symptoms may
be as poor a guide to the need for treatment as they are
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likely to be in assessment of the effectiveness of treatment.
Often enough the treated hypertensive feels less well than
he did untreated, and this may be as much a tribute to the
wellbeing of many hypertensives as it is a condemnation of
the drugs that have been prescribed.

Far too many hypertensives come to light with serious
complications for doctors to have any confidence in existing
methods of diagnosis. As the trend towards occupational and
preventive medicine grows, and as the public come to accept
the idea of maintenance of health, doctors will have to clarify
their attitudes to hypertension in the symptomless stage.
Fortunately, drugs are now becoming available that appear
to be exceptionally well tolerated and which may be effective,
on the blood pressure at least, in the milder hypertensives
on whom interest is now focusing. For such patients de-
cisions should not be based simply on casual readings of
blood pressure or non-specific symptoms. When the true
blood pressure is known, and when remediable causes have
been excluded, drug treatment should aim to be as symptom-
less as the disease, and it will probably be adjusted in the
light of the pressure recorded rather than because of vague
and untrustworthy symptoms.
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Care of Elderly People
with Dementia
The Department of Health and Social Security has followed
its memorandum on hospital services for the mentally ill
(HM(71)97) with a further memorandum giving guidance
on services for mental illness related to old age (HM(72)71).
This memorandum complements reports on the same sub-
ject which have already been published by the Scottish
Home and Health Department' and the Northern Ireland
Health Authority.2 It will be welcomed by all physicians and
psychiatrists who are at present attempting to provide
services for old people with mental illness.
The memorandum identifies various groups of elderly

people with mental illness and suggests how they should be
treated. Those patients with mental illness who have grown
old in mental hospitals are, it suggests, a declining group
but one whose numbers remain substantial. These patients
are to be left in surroundings familiar to them, when that is
possible, but efforts will be made to provide them with a full
life, and they will be kept under constant review in case
further rehabilitation and discharge from hospital can be
offered. Presumably these patients will remain the re-
sponsibility of the therapeutic teams referred to in the earlier
memorandum (HM(71)97), but it will be important to en-
sure that they are not overlooked. Elderly persons with
functional mental illness will not be treated separately from
younger patients with similar illness and will be dealt with
by the mental illness department of district general hospitals.
The major part of memorandum HM(72)71 deals with

elderly persons with dementia. It does not suggest any major
change in the present broad division of work between
psychiatrists and physicians in geriatric medicine. Elderly
people with dementia and physical disease will continue to
be cared for in geriatric beds under the care of the physician
in geriatric medicine, while elderly persons with severe de-
mentia and behaviour disorders -will continue to be cared
for by a psychiatrist. Though it notes that psychiatrists with
special responsibility for psychiatric services to the aged have
been appointed in some areas, the memorandum makes no
specific recommendation to create a specialist "psycho-
geriatrician." The general practitioner's contribution in
hospitals serving local communities is rightly considered to
be valuable.
The work of voluntary orgariizations is stressed, and the

family too has an important part to play, for if it receives
adequate support from day hospitals a mildly demented
patient can often be managed for long periods at home. The
existence of experimental local arrangements, such as the
appointment of geriatric liaison health visitors and a
domiciliary psychiatric nursing service for the elderly, are
helpful. In fact domiciliary psychiatric nursing services for
the elderly are essential if adequate support is going to be
given to patients and relatives at home. The memorandum
notes the importance of close co-operation between psy-
chiatrists and physicians in geriatric medicine. Indeed it is
essential, and contractual sessions for both types of consul-
tant in each other's specialty should always be strongly
encouraged.

In laying down guide lines for hospital and local-authority
places, the memorandum suggests that 2-5 to 3 beds and 2
to 3 day places per 1,000 population aged 65 and over
should be provided within the hospital setting. Some beds
will be in general hospitals but most perhaps in relatively
small hospitals serving local communities. Local authorities,
it says, should make an overall provision of 25 residential
places per 1,000 elderly people. This is 3 places per 1,000
higher than the current national "norm," and it is to be
hoped that these places will be provided in separate units
and that some day places will be provided.

While the provision of a large number of hospital day
places is to be welcomed, the suggested provision for in-
patients and residential care may be insufficient. At present
there are approximately 2-2 mental hospital beds per 1,000
total population. In most mental hospitals half of the beds
are occupied by-patients over the age of 65, and about half
of these are occupied by elderly persons with dementia. This
represents a bed provision of about 7-5 beds per 1,000 aged
over 65, a figure above the proposed future combined
hospital and local-authority provision. The memorandum
states that the population aged 75 and over will increase by
more than 18% in the next decade. The incidence of senile
dementia over the age of 75 is about 13%, and this means
there would be between 50,000 and 60,000 additional cases
of dementia per annum in ten years' time. To cater for 10%
of these in hospital would require about 6,000 additional
beds.2 Since the existing services are unable to meet the
current demand, the outlook for the future looks pretty
grim. Thus, though the memorandum is a stride in the right
direction, it does not advocate nearly enough.
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